ESTATE PLANNING QUESTIONNAIRE

GENERAL INFORMATION
Marital Status: o Single o Married o Unmarried, with long-term partner (domestic partner)
Are you Registered Domestic Partners? o Yes o No o Don't Know

Have either of you been married before? o Yes o No

If yes, have you a support obligation, a right to receive support, or any obligation affecting your estate?
o Yes o No

Client Name Information

First Name: Middle: Last:

Alias Name (if any:
Gender: o Male o Female SSH: DOB:
U.S. Citizen? o Yeso No

If No, specify citizenship:

Health: o Excellent © Reasonably good o Poor o Serious Adverse Condition

Disabled? o Yeso No Veteran? o Yes o No (service dates: to )

Spouse/Partner Name Information

First Name: Middle: Last:

Alias Name (if any:

Gender: o Male o Female SS#: DOB:
U.S. Citizen? o Yes o No

If No, specify citizenship:

Health: o Excellent © Reasonably good o Poor o Serious Adverse Condition

Disabled? o Yeso No Veteran? o Yes o No (service dates: to )

CONTACT INFORMATION

Client Spouse/Partner

Address
City
State

Zip

Home Phone

Email
Cell Phone
Work Phone




CHILDREN (if applicable)

Child Child | Child of
Full Name Living | Gender Date of | of Both of Spouse
Birth Client only
only
Child 1 Y/N M/F Y/N Y/N Y/N
Child 2 Y/N M/F Y/N Y/N Y/N
Child 3 Y/N M/F Y/N Y/N Y/N
Child 4 Y/N M/F Y/N Y/N Y/N
Child 5 Y/N M/F Y/N Y/N Y/N
Child 6 Y/N M/F Y/N Y/N Y/N
Address and Telephone number (if not Disabled | Receives | SS#
living with client and spouse/partner) SSI
Child 1 Y/N Y/N
Child 2 Y/N Y/N
Child 3 Y/N Y/N
Child 4 Y/N Y/N
Child 5 Y/N Y/N
Child 6 Y/N Y/N

Guardian(s) for minor or disabled children (if applicable):
Successor Guardians/Conservators

Name

Address

1.

2.

3.




EXECUTOR(S)

EXECUTOR

Initial Executor Under Client's Will (will serve concurrently)

Name

1. Check if Spouse/Partner is first choice [ |

2.

3.

Successor Executor Under Will (serve at death/disability of Executor)

Name/Address

1.

2.

HEALTH CARE DIRECTIVES

Do you have a current Living Will? o Yes o No Ifyes, date:

Do you have a current Health Care Proxy (also called Health Care Power of Attorneys)?
o Yes o No. Ifyes, date:
Do you have a HIPAA Authorization? o Yes o No. Ifyes, date:

IF YOU DO NOT HAVE A LIVING WILL OR HEALTH CARE DIRECTIVE OR YOUR
DOCUMENTS ARE OLDER THAN THREE (3) YEARS OLD, PLEASE COMPLETE THE
FOLLOWING:

Living Will: If you are in a terminal state with no hope of recovery and cannot communicate, would you
want the below life extending treatments if they will not make you better:

0 AED: Y/N
0 Ventilator: Y/N
0 Artificial Hydration: Y/N
0 Artificial Nutrition: Y/N
0 Pain Medication: Y/N

Primary Health Care Agent

Name Address Home Cell Phone
Phone

Alternate Health Care Agent

Name Address Home Cell Phone
Phone




SPOUSE'S HEALTH CARE DIRECTIVES

Do you have a current Living Will? o Yes o No If yes, date:

Do you have a current Health Care Proxy (also called Health Care Power of Attorneys)?
o Yes o No. Ifyes, date:
Do you have a HIPAA Authorization? o Yes o No. If yes, date:

IF YOU DO NOT HAVE A LIVING WILL OR HEALTH CARE DIRECTIVE OR YOUR
DOCUMENTS ARE OLDER THAN THREE (3) YEARS OLD, PLEASE COMPLETE THE
FOLLOWING:

Living Will: If you are in a terminal state with no hope of recovery and cannot communicate, would you
want the below life extending treatments if they will not make you better:

0 AED: Y/N
0 Ventilator: Y/N
0 Artificial Hydration: Y/N
0 Artificial Nutrition: Y/N
0 Pain Medication: Y/N

Primary Health Care Agent

Name Address Home Cell Phone
Phone

Alternate Health Care Agent

Name Address Home Cell Phone
Phone

DURABLE POWER OF ATTORNEY

Do you have a current Durable Power of Attorney? o Yes o No If yes, date:

IF YOU DO NOT HAVE A DURABLE POWER OF ATTORNEY OR YOUR DOCUMENTS ARE
OLDER THAN THREE (3) YEARS OLD, PLEASE COMPLETE THE FOLLOWING:

Primary Agent(s)

Name ‘ Address ‘ City ‘ State ‘ Zip

Check if Spouse/Partner is first choice [|

Alternate Agent(s)

Name Address City State | Zip

1.

2.




SPOUSE'S DURABLE POWER OF ATTORNEY

Do you have a current Durable Power of Attorney?

o No If yes, date:

IF YOU DO NOT HAVE A DURABLE POWER OF ATTORNEY OR YOUR DOCUMENTS ARE
OLDER THAN THREE (3) YEARS OLD, PLEASE COMPLETE THE FOLLOWING:

Primary Agent(s)
Name | Address | City | State | Zip
Check if Spouse/Partner is first choice [ |
Alternate Agent(s)
Name Address City State | Zip
1.
2.
OTHER PLANNING ISSUES
Client Spouse/Partner
Want to benefit Charity? Y/N Y/N
Ownership in farm or ranch? Y/N Y/N
Ownership in Closely held business? Y/N Y/N
Ownership in Closely held business? Y/N Y/N
Own stock 1s SubChapter S corporation? Y/N Y/N
Ownership in a Medical, Dental or Veterinarian Practice? Y/N Y/N
Own a valuable collection? (e.g., art, stamp collections) Y/N Y/N
Owns interest in gas/oil? Y/N Y/N
Own a Primary Residence? Y/N Y/N
Own a Secondary Residence? Y/N Y/N
Own other significant interests in real estate? Y/N Y/N

Do you have any other legal issues of which I should be aware? o Yes

If Yes, please describe:

o No




